but in both the bone age is often advanced and in Beckwith's syndrome the large size is associated with exomphalos or umbilical hernia, hypoglycaemia, and pronounced visceromegaly. This patient did not have these clinical features but appeared to have a new kind of diencephalic syndrome.
Since Laforet and Lynch' in 1947 described a baby with congenital abnormalities after maternal varicella infection in early pregnancy, only two cases2 associated with maternal zoster infection have been reported. This report describes a third.
Case report AB was born at term, weighing 3350 g. The previous child was quite normal and there was no family history of abnormality. At ten weeks' gestation the mother had developed a typical herpes zoster rash at the level of T8 on the left side. This had been confirmed by the general practitioner when she attended for a pregnancy test at twelve weeks' gestation. No drugs apart from calamine lotion were used in the treatment. She had had chickenpox as a child. The rest of her pregnancy had been uneventful.
At birth the baby was obviously microcephalic (head circumference 30 cm), had bilateral microphthalmia with dense corneal opacities, and neovascularisation. There was no evidence of cutaneous scarring or limb wasting reported in some previous cases. At the age of 3 months the head circumference was 33 5 cm, diverging further from the third percentile. There already was definite developmental delay.
At birth the haemoglobin was 18 g/dl; white cell count 8 x 109/1; platelets 161 x 109/1. X-ray films of the long bones were normal and skull x-ray film showed no evidence of intracranial calcification. The results of studies of chromosomes, urine amino-acids, organic acids, and mucopolysaccharides were normal. Serological studies showed no evidence of infection by toxoplasmosis, cytomegalovirus, rubella, herpes simplex, or syphilis. Maternal varicella zoster titre declined from 1/640 at 13 weeks' gestation to 1/160 at term and 1/40 three months later. The baby's titre was 1/10 at birth and at two months. The cord IgM concentration was not estimated. Specific varicella zoster 1gM at two months was less than 1/8 but IgG was 1/256 and IgA 1/8 confirming the passage of maternal antibody to the baby.
Comment
The two reported cases of congenital abnormality associated with herpes zoster infection2 presented at a few months of age with cataracts and microphthalmia. One child was also mentally retarded but had no microcephaly. From the data from ten other case reports, it seems that the varicella virus can be teratogenic. The eyes are particularly susceptible to damage, as 10 of the 12 reported infants have had ophthalmic lesions. Cataract and microphthalmia are the most frequent abnormalities but three cases of chorioretinitis have also been noted. This is the first report describing corneal opacity and neovascularisation.
The brain is also affected. Four children had cortical atrophy with seizures, two had "gross mental retardation," and one was microcephalic. This baby's head is growing very slowly, which may represent cerebral damage resulting from encephalitis. A further example of the sensitivity of the nervous system in these cases is shown by seven babies with cutaneous scarring. Five babies had hypoplasia of the scarred limb and a sixth developed facial palsy, deafness, and scars corresponding to branches of the superficial cervical plexus. On the only occasion that electromyographic and nerve conduction studies have been performed the results suggested that the hypoplasia was secondary to denervation.3 It is difficult to know how frequent herpes zoster infection is during the first trimester, and therefore impossible to assess the incidence of congenital abnormality. In a cohort study of major congenital malformations associated with various maternal virus diseases4 the numbers implicating varicella zoster in early pregnancy were too small to be significant. At present the only evidence suggesting that the virus may be teratogenic has come from case reports of babies with similar abnormalities. All but two cases3 5 had no serological proof of varicella infection in the baby. A prospective study is needed to determine the incidence of infection and abnormalities. Tetanus and inhalation of a foreign body Tetanus may be a complication of a contaminated wound or skin ulcer. We report a case of tetanus after the inhalation of a foreign body into a bronchus.
Case history
An l1-month-old boy was admitted to a peripheral hospital on the 4 October 1975 with a six-day history of a cold. He was febrile, dyspnoeic, and had bilateral bronchospasm. A chest x-ray film appeared normal. He was treated with ampicillin, bronchodilators, and steroids. By day 4 there was no improvement and a second chest x-ray film showed hyperinflation of the left lung with mediastinal shift to the right. A foreign body in the left bronchus was suspected and the patient transferred to the university hospital for endoscopy. At bronchoscopy on the same day a 15-mm long piece of the shell of the leg of a crab was removed from the right main bronchus. During the procedure this had been coughed out of the left bronchus and into the right. On review of the chest x-ray films the very faint outline of the shell could be seen on the left side. As the shell had a lumen, the lung had not collapsed.
On day 5 the patient had a cardiorespiratory arrest, from which he was resuscitated rapidly and transferred to the intensive care unit. On admission there he was afebrile and conscious, but had back and neck stiffness and trismus. Respiration was normal. A positive Kernig's sign was elicited, but lumbar puncture showed normal cerebrospinal fluid. Soon after, he started to have generalised tonic spasms, and a clinical diagnosis of tetanus was made. It was thought then that the cardiorespiratory arrest had occurred during a severe tetanic spasm. No recent skin wound could be found and no history of immunisation could be obtained from the mother. He was given antitetanus serum and started on phenobarbitone, chlorpromazine, diazepam, and penicillin. His spasms became controlled, but tracheostomy was required for chest toilet. The succeeding course of the illness was unremarkable. He was discharged home on day 49 and was followed up for seven months showing no apparent sequelae.
Discussion
Tetanus toxin normally gains entrance to the body through
